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Abstract
INTRODUCTION Observational studies of the actual practices of interprofessional collaborative practice (ICP) 
are needed to complement research on the determinants and consequences of collaboration. This naturalistic study 
of team communication maps a key practice: the patient case review in daily rounds. Here, ICP is conceptualized 
as collective sensemaking, or the joint description of the patient’s situation and associated action planning—a 
fundamentally communicative practice. 
METHODS We observed the daily rounds of four acute care teams identified by organizational representatives for their 
efficient or problematic collaboration. The goal of analysis was to characterize practice differences within and across 
the teams. Data gathering methods included fieldnotes, structured observations, audio recorded rounds and interviews, 
and documentary evidence. Informed by conversation analysis, we analyzed transcribed interactions for recurrent and 
divergent patterns in sensemaking.
 
RESULTS A model of the patient case review offers a framework for exploring variations in sensemaking practice. 
It emphasizes the importance of framing practices in case overviews and of collective sensitivity to expressions of 
uncertainty. Case reviews on collaboratively efficient teams were more collectively produced, more comprehensive, 
richer in detail and complexity, and more routine across rotating leadership. When physicians were present, sensemaking 
focused more on action planning.
DISCUSSION In the time-pressured acute care context, predictable framing practices may lend stability to collective 
practice by ordering team thinking, while sensitivity to uncertainty and a broad focus may lead to more reliable 
collective performance.
CONCLUSION These findings suggest communication (as social action) as a focus for inquiry into ICP.
Received: 04/10/2015  Accepted: 11/13/2015  
© 2015 Fox & Gilbert. This open access article is distributed under a Creative Commons Attribution License, which allows unrestricted 
use, distribution, and reproduction in any medium, provided the original author and source are credited.
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Introduction
Interprofessional collaborative practice (ICP) is collec-
tive by nature, emerging at the intersection of different 
professional knowledges and scopes of practice. Many 
studies of ICP focus on the determinants or inputs of 
collaborative practice as well as on the results, outputs, 
or outcomes (Canadian Interprofessional Health Collab-
orative (CIHC), 2012; Stutsky & Laschinger, 2014). 
This is echoed methodologically, as the majority of ICP 
teamwork studies rely mainly on interview and survey 
data (Valentine, Nembhard, & Edmondson, 2013). 
However, many authors point out the need for more 
studies of the actual practices of collaboration (Buljac-
Samardzic, Dekker-van Doorn, van Wijngaarden, & van 
Wijk, 2010; Lemieux-Charles & McGuire, 2006; Lewin 
& Reeves, 2011; Lingard, Reznick, Espin, Regehr, & 
DeVito, 2002). Some argue that close observations are 
the methods best suited methods for investigating the 
collective behavioural processes of interprofessional 
collaboration (Careau, Vincent, & Swaine, 2014; Ilgen, 
Hollenbeck, Johnson, & Jundt, 2005). Studies using 
naturalistic observation of ICP can thus enrich what 
is already known about practitioners’ attitudes and 
perceptions of working together. 
This article is based on research relying primarily on 
observations of ICP in interprofessional team rounds 
in acute care. It takes seriously the term practice in 
ICP by adopting a practice lens from social theory 
(Nicolini, 2013; Schatzki, Knorr Cetina, & von Sevigny, 
2001) that views language and communication as social 
action (e.g., Austin, 1962; Searle, 1969). Stemming 
from a naturalistic study of four teams in an acute care 
Canadian teaching hospital, this interpretive research 
explores and describes the collective nature and key 
processes of a common interprofessional practice in 
acute care: the interprofessional patient case review in 
daily team rounds. It suggests that this practice consists 
of collective sensemaking, specifically how different 
professionals on a team collaborate to determine a 
shared understanding of the patient’s situation and of 
what matters most at that point in time on the patient’s 
care trajectory. Central to our argument is that this 
practice occurs in and through communicative action. 
Taking inspiration from scholarship in the field of orga-
nizational communication, our overall goal is to provide 
IP researchers, practitioners, and educators with a fresh 
perspective on communication as practice, specifically 
collective sensemaking practice, as it pertains to collab-
oration in health care and particularly in acute care. We 
begin by examining three concepts in the IP literature 
that proved key to our understanding of what teams 
do together in daily rounds: practice, communication, 
and sensemaking. This conceptual portrait is intended 
to guide the reader through what might be unfamiliar 
terrain, and it lays the groundwork for presenting this 
article’s main contribution to IP scholarship, namely a 
detailed description of sensemaking processes in the 
             Implications for Interprofessional Practice
•	 The way the patient’s situation is framed during case overviews organizes and orients team 
sensemaking and discussion. 
•	 “Framing training” for team facilitators should include a focus on parsing their profession-specific 
notes and interpreting them for other professionals involved. This is where knowledge with, from, 
and about other professions is brought to life.
•	 The rounds facilitator plays a key role in realizing IP collaborative potential by nurturing an 
interactional environment that welcomes questions and expressions of uncertainty because they can 
lead to more comprehensive and nuanced understanding of the patient’s situation.
•	 The model of the acute care patient case review could serve as a pedagogical aid.
H IP&ISSN 2159-1253
Health & Interprofessional Practice | commons.pacificu.edu/hip                                                                                         2(4):eP1077 | 3
interprofessional patient case review. We propose a 
model of the typical patient case review, based on our 
observations of acute care teams, both high and low 
performing, and explore variations in their collective 
communicative practices. 
Literature Review 
Practice.
The term practice tends to be blackboxed in the IP liter-
ature. Although it is frequently used in discussions of 
collaboration, teamwork, and teamworking, it is seldom 
explicitly defined (e.g., D’Amour, Ferrada-Videla, San 
Martín-Rodríguez, & Beaulieu, 2005; Easen, Atkins, & 
Dyson, 2000; Lewin & Reeves, 2011; Miller et al., 2008). 
One exception is Thistlethwaite et al. (2013) who take 
up Reeves’ (2010) call for greater problematization of 
IP terms and suggest that practice can be understood in 
three ways: (a) as the enactment of a role or profession, 
(b) as a moment of collective unity or performance, and 
(c) as a “socially institutionalized and socially acceptable 
form of interaction requiring cognitive understanding 
and reflection” (p. 54).
 
This definition of practice aligns with discursive and 
ethnomethodological strains of social practice theory, 
which explain that a practice involves performative 
action that is socially recognizable and socially sanc-
tioned as well as pragmatically goal-oriented and 
purposeful (Misak, 2013). Practice makes identity 
claims on the practitioner who in turn invokes this 
identity in performing the practice (Lazega, 1992; 
Silverman, 1998). Its inherently social nature (Barnes, 
2001), which transcends the individual (Wenger, 1998), 
requires interactive engagement and shared practical 
understanding (Garfinkel, 1967; Schatzki et al., 2001). 
We can unpack this complex definition with an example 
of a practice familiar to all: a diagnostic consultation 
between a physician and a patient. This practice is 
decidedly interactive and goal-driven as each party has 
a reason for being there and some expectations about 
the process and the outcome (which is not to say that 
it is necessarily a democratic practice). To some extent, 
the practice is also scripted and must be enacted: It 
requires that each play a particular role in a way that is 
recognizable, understandable, and convincing to both. 
Failure to do so can result in incomprehension of what 
it is that they are doing together or, worse, the conclu-
sion by one or both that the other is incompetent in 
some way. This is because their performances must also 
be knowledgeable, where each individual displays his or 
her expertise in a way that enacts and confirms their 
role identity (e.g., the patient recounts his reasons for 
consulting in way that shows he knows himself and is 
a good “self-historian”; the physician must ask ques-
tions and listen to answers in a way that appears to be 
medically relevant and thus demonstrates her profes-
sional expertise). The main point is that the collective 
performance of this practice is accomplished through 
communicative actions.
While it is easy to apply this definition to professional 
practice, it is also useful for understanding ICP. We 
understand interprofessional practice as something 
practitioners do together—and, as we will argue below, 
they “do sensemaking” together. In fact, when we 
analyze the practice of the interprofessional patient 
case review, we find similarities with the example above. 
Individual practitioners enact their different profes-
sional identities and knowledges as they collectively 
sketch and negotiate an understanding of the salient 
aspects of a given patient’s situation and history. As they 
do so, they integrate their professional perspectives in a 
socially recognizable pattern of (interprofessional) talk 
based loosely on the classic medical patient case review 
(Cicourel, 1990). 
Opie (1997, 2000) calls this discursive knowledge 
work,1  and communication can be considered the 
interprofessional practice itself. One of this article’s 
main contributions is its suggestion that the inter-
professional patient case review—as communicative 
practice—should serve as a site for inquiry into ICP, as 
it is here that shared mental models, shared goals, and 
role and situation awareness are brought to life (Atwal 
& Caldwell, 2006; Billett, 2014; Evans & Baker, 2012; 
San Martín-Rodríguez, Beaulieu, D’Amour, & Ferrada-
Videla, 2005; Schroder et al., 2011; Suter et al., 2009). 
1 This is slightly different from what D’Amour and Oandasan 
(2005) claim. Interdisciplinarity, in their view, involves integrat-
ing knowledges, whereas interprofessionality involves integrating 
practices. We see knowledge and practice as inextricably inter-
twined, especially with regard to sensemaking practices such as 
the patient case review, and therefore this distinction becomes 
less conceptually useful.
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Communication.
In the IP literature, communication is so ubiquitously 
mentioned that on the whole it is also conceptually 
blackboxed. This might be because there are many, 
often implicit, understandings of what communica-
tion is and why it matters. Most often it is conceived 
as a neutral conduit for information or knowledge 
transfer (e.g., Conn et al., 2009; Lingard et al., 2004, 
2007; Mitchell et al., 2012; Reeves et al., 2007), and 
listed in variants of the input-process-output model 
(McGrath, 1964) as either a necessary prerequisite 
for collaboration (e.g., communication skills as indi-
vidual competency, Suter et al., 2009) or as a key group 
process alongside trust, cohesion, shared goals, and so 
on (Deneckere et al., 2012; Gaboury, Bujold, Boon, & 
Moher, 2009).2  Sometimes, communication dynamics 
are seen to be a reflection of social realities, for instance 
hierarchical relations (Cott, 1997; Molyneux, 2001; 
Reeves & Lewin, 2004; Schryer, Gladkova, Spafford, & 
Lingard, 2007), and a separation is presumed between 
the symbolic (i.e., language) and the sociomaterial stuff 
of lived experience (Ashcraft, Kuhn, & Cooren, 2009). 
Increasingly, however, communication is considered 
in the IP literature from a constructivist perspec-
tive similar to the one adopted here: as consequential 
social action (Sigman, 1995) through which social 
realities are enacted, contested, and maintained (e.g., 
Arber, 2008; Crepeau, 2000; Ellingson, 2002, 2003; 
Lingard, Reznick, DeVito, & Espin, 2002; Rowland, 
2011; Vuokila-Oikkonen, Janhonen, Saarento, & Harri, 
2002). As ethnomethodologists and conversation 
analysts have pointed out, communication involves 
actors reciprocally paying attention to one another as 
well as to contextual cues and the topic at hand (Heri-
tage, 1984; Leiter, 1980).3  
Indeed, this article sees the process of communication 
as co-orientation (Taylor & Van Every, 2000), involving 
a minimum of two actors, A and B, and an object, X, 
2 Some claim a distinction is needed between behaviours and 
emergent states in IP processes (Careau et al., 2014; Valentine et 
al., 2013). 
3 These subtle processes are often not remarked upon by actors 
themselves when they are interacting, and, consequently, are not 
typically discussed in interviews and surveys. In contrast, detailed 
micro studies of observed interactions can shed light on these 
processes. 
“in which the term ‘object’ refers to the practical world 
of joint activities that actively engage people’s attention 
and care” (Taylor & Robichaud, 2004, p. 401). Interpro-
fessional sensemaking in the patient case review means 
team members attend to how X (i.e., the problem being 
discussed) varies and changes in interactional flow, 
from their own professional perspective as well as 
having some sense of what X means to other profes-
sions, which we might represent as:
 A→Xƒ(A) 
 A→Xƒ(B) 
 A→Xƒ(C)… 
where A, B, and C stand for professional representa-
tives. This is one way in which shared mental models 
are brought to life. So, for instance, the meaning of a 
patient’s blood oxygen saturation will differ depending 
on one’s professional perspective and one’s involvement 
at different stages of the care trajectory. For the acute 
care physiotherapist, it might indicate how best to help 
the patient mobilize on the ward, while for the home 
care coordinator in the hospital setting, it might indi-
cate what level of support and placement facility are 
needed post-discharge. 
From this perspective, the meaning of X is never a 
given and rarely singular. Framing practices—the way 
speakers present a given topic to others—are there-
fore paramount to the shared understanding that gets 
negotiated. Framing practices involve the construction 
of “figure-ground distinctions in order to make sense 
of what is going on in a given situation” (Vásquez, 
Brummans, & Groleau, 2012, p. 146) and to figure 
out the most pressing concerns requiring attention. In 
patient case reviews, this framing is typically accom-
plished through knowledge claims—descriptions of 
the patient’s situation—that foreground certain aspects 
over others. Framing is a way of reducing equivocal-
ity and ambiguity (Weick, 1995) and determining the 
values, priorities, and preferences that matter most at 
that point in time (Bergeron & Cooren, 2012). Viewed 
in this light, communication and language are less tools 
for exchanging information and more resources for 
creating a shared reality (Eisenberg, 2006). 
Sensemaking.
Sensemaking theory has been used in the interprofes-
sional and interorganizational collaboration literature 
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to show how sensemaking about organizational change 
can sediment over time into organizational routines, 
roles, and procedures (Sylvain & Lamothe, 2012). 
However, its anchoring in communication has, to our 
knowledge, not yet been analysed in IP scholarship. In 
contrast, this study explores in fine detail the IP patient 
case review as an organizational sensemaking practice.
Sensemaking  is “the process by which people enact 
equivocal environments and interact in ways that seek 
to reduce that equivocality” (Eisenberg, 2006, p. 1695). 
Enacting an equivocal environment is much like shining 
a flashlight in a dark room to see where one is and what 
is going on. It means, according to Weick (Weick, 1995 
; Weick, Sutcliffe, & Obstfeld, 2005), that people “scan” 
or “read” the environment for cues, thereby “activating” 
those cues, to understand a given situation, especially 
when ambiguous. These cues might be information 
recently written in the patient’s chart, stories recounted 
about the patient by other professionals, abbreviated 
handwritten notes in one’s daily patient list, and so on. 
Daily team rounds are punctuating moments in the 
flow of organizational activity, where people collabo-
rate to read the cues. As team members make sense of 
the patient’s current situation and define salient points 
for consideration, they attend to two questions: ‘What’s 
going on?’ and ‘Now what?’ (Blatt, Christianson, 
Sutcliffe, & Rosenthal, 2006; Weick et al., 2005).  The 
first involves descriptive knowledge claims, the second 
prescriptive action planning. Key to this process is that 
the team works to reduce uncertainty in their under-
standing of the patient’s case through communication 
cycles4  (Kreps, 2009). In so doing, they author a current 
version of the patient’s story, more or less collectively 
and being more or less mindful (Cooren, 2004; Weick 
& Roberts, 1993) of who ought to get involved. 
Taken together, these three concepts helped to frame 
our response to the broad research question we asked 
4 As Weick (1995) explains, a communication cycle, sometimes 
referred to as a double interact, is how organizational actors 
make sense of ambiguous situations. One speaker proposes 
something, a second speaker responds to that proposal, and the 
first speaker then adjusts his or her subsequent interactional 
contribution based on the second speaker’s response. In this 
way, they introduce and react to ideas that help make sense of 
the ambiguity, thereby reducing the equivocality of their shared 
understanding. 
at the outset of the study and which was refined as our 
thinking evolved: 
RQ1: What does interprofessional collaborative 
practice look like in team rounds and what is the 
role of communication? In other words, what are 
teams doing together through their talk? 
RQ2: What can be gleaned about interprofessional 
sensemaking from variations in communication 
dynamics?
Methods
To provide an informed response to these questions, the 
first author spent six months attending the daily rounds 
of several teams in an acute care teaching hospital in 
western Canada. Subsequently, we mapped their prac-
tice and looked for key moments and players in their 
collective performance. The study was exploratory, 
relying primarily on non-participant naturalistic obser-
vations, including audio recordings of rounds meetings 
and structured observations of interaction dynamics. 
Semi-structured interviews were also conducted for 
triangulation, thus complementing and contextualiz-
ing the conceptions emerging from the observations. 
Documentary evidence was collected that defined 
the organization’s vision of team members’ scopes of 
professional practice and their designated interactional 
roles in daily team rounds. Combining these data 
collection methods allowed for thorough study of team 
practices over time. The unit of analysis that emerged 
during fieldwork was the patient case review. The ethics 
boards of both the first author’s university and the 
regional health authority granted ethical approval. All 
information that could potentially identify participants 
or patients, including team names, has been modified 
to protect their privacy.
Participants 
Study participants were recruited through conve-
nience sampling (Tracy, 2013). The teams of which 
they were members were part of an organizational 
efficiency-boosting pilot project already underway 
in the hospital that facilitated access for the research 
(the authors were not part of this project). Pilot 
project administrators identified teams for inclusion 
in this study: two teams they thought performed well 
H IP& Mapping Collective Sensemaking in Communication
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in rounds (explained below): Intake and Short-stay 
GIM (General Internal Medicine) and two that they 
thought had efficiency problems: Intervention, with a 
documented high rate of patient discharge and read-
mission, and GIM 2, whose average length of stay was 
nearly double the target set by the organization. Just 
before audio recordings began, the mandate, member-
ship, and organization of GIM2 changed, so it has been 
excluded from the results of this article, although its 
patterns of interaction dynamics were in line with 
what was observed on Intervention. Analysis focused 
on differences in patterns of practice within and across 
the former and the latter types of teams.
Team members included charge nurses, physiothera-
pists, occupational therapists, social workers, home 
care coordinators, pharmacists, nutritionists, geriatric 
specialist nurses, and speech language pathologists. 
Occasionally, hospitalist physicians, medical residents, 
and bedside nurses briefly participated in the rounds 
of one of the teams. A pilot project representative 
attended the rounds of the teams who were thought to 
perform less well (Intervention and GIM2), and occa-
sionally those of Intake as it was identified as a hub of 
the hospital and whose activity influenced patient flow 
on other wards. The two teams deemed as collaborat-
ing well together (Intake and Short-Stay GIM) had an 
established history of holding daily team rounds prior 
to the pilot project, and they reported the support of 
their unit’s managers for holding rounds. This was not 
the case for the other two teams. 
Study context 
The hospital where the fieldwork took place was a large, 
acute care trauma centre for the regional health author-
ity in the greater Vancouver area, and the need to get 
patients efficiently through the hospital was a major 
organizational concern. Consequently, the push for 
rapid patient flow could be felt on most wards. The pilot 
project was based on the concept of “streamlining the 
patient journey” by reducing unnecessary delays, and it 
tracked statistical markers of each team’s organizational 
efficiency. It also addressed “the complexity of interdis-
ciplinary care” by “increasing communication” (Fraser 
Health, 2008) among health care providers caring for 
the same patient, namely by structuring talk during 
daily team rounds around goal-focused questions 
that were designed to encourage teams to integrate 
discharge planning into care planning. 
Participating teams were mandated to discuss the case 
of every patient on the ward at daily team rounds, 
identifying the patient’s medical and functional status 
and the related goals, as well as any concerns or barri-
ers for discharge. Consequently, in addition to the 
statistical tracking component (to which the authors 
did not have access), the pilot project judged the 
teams’ performance by their holistic description of the 
patient’s situation in case reviews and their preoccupa-
tion with figuring out barriers to moving care forward 
on the care trajectory. A team was labeled as collabo-
rating well when its members collectively performed 
this practice without the need for prompting from a 
pilot project representative. 
Data collection
The research for this article came from a larger study 
on interactions in interprofessional team rounds. As 
mentioned above, ethnographic data collection relied 
primarily on non-participant naturalistic observations 
(Lincoln & Guba, 1985; Tracy, 2013; Van Maanen, 2011; 
Watson, 2011) of daily team rounds (97 rounds meet-
ings), representing nearly 3,400 patient case reviews and 
around 75 hours of observation. Following informed 
consent, data collection proceeded in three overlap-
ping phases. Initially, the first author spent 3 months 
attending the rounds of the four teams to build a better 
understanding of the purpose of the meetings and 
what got accomplished therein (RQ1). To keep track of 
the researcher’s own sensemaking, field notes, memos 
(Emerson, Fretz, & Shaw, 1995), and an extensive list 
of organizational and medical lexicon were compiled. 
Informal interviews were also conducted with several 
members of these teams and the pilot project about 
their work and their experience on the teams. Reflec-
tion during this period focused on perceived team 
culture and observed interaction dynamics, includ-
ing the differences within and across teams. During 
this phase, documentary evidence was gathered from 
pilot project representatives (aims and strategies of the 
project, description of professional roles, definition of 
goal-oriented questions that focused talk in rounds). 
During this period, the patient case review emerged as 
the unit of analysis.
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Second, in the final 3 months, a tool was designed 
to allow for structured observations of patient case 
reviews in rounds (44 rounds meetings). (At this 
point, GIM2 had changed its mandate, organization, 
and membership and was thus excluded from further 
data collection.) This tool allowed the first researcher 
to track interaction dynamics by hand, including who 
spoke when, about what, who interrupted, who opened 
and closed case reviews, who asked and who answered 
questions, and so forth. This data gave a quick visual 
overview of the interaction patterns within and across 
the teams that would be later analyzed.
Third, shortly after structured observations began, 
ethical permission was granted to conduct audio 
recordings of the meetings (n=32; no audio data was 
collected from GIM). During this time, semi-struc-
tured, audio-recorded interviews were also conducted 
with a convenience sample of participants with at least 
one representative from each profession and several 
each from Intake, Intervention, and Short-stay GIM 
(n=15; interviews ranged between 30 to 56 minutes). 
Interviews focused on team members’ perceptions and 
attitudes about collaboration, team roles, and commu-
nication with other team members. This data enriched 
and corroborated emerging understanding about the 
teams’ practice, cultures, and organizational mandates. 
Data analysis
Because our observational approach is somewhat idio-
syncratic (Saldana, 2003, p. 166), we have included 
here a detailed description of our data analysis journey. 
Inductive data analysis (Creswell, 2007) was concurrent 
with data collection and it continued after fieldwork 
concluded, in several phases. The goal of the data 
analysis was to characterize in fine detail the collective 
practice accomplished by the different teams—what 
they were “doing together” through their communica-
tion—and to explore observed variations within and 
across the teams. Recorded materials were transcribed 
and, when possible, included relevant nonverbal and 
contextual cues to enable a detailed analysis of commu-
nicative practices.
The first phase focused on building a deeper understand-
ing of the similarities and differences within and across 
the teams and how they collaborated. Field notes and 
memos (300+ single-spaced pages) were open coded 
and subsequently clustered into themes (Emerson, 
1995) regarding: the interaction dynamics in meetings 
(e.g., conflict, hierarchy, humour); the issues to which 
team members paid most attention (e.g., classifications 
and barriers to the care plan); the teams’ different histo-
ries of working together; the working “culture” of each 
(e.g., how hierarchical versus egalitarian); and their 
preoccupations with organizational (versus ward level) 
concerns. This was compared with the interview data 
to test the fit of the emerging responses to RQ1 and the 
ways the teams worked together. 
Next, the structured observations were used to help 
generate a working typology of case reviews to identify 
variations based on length, number of turns of talk, 
topical complexity, number and professional identity 
of speakers, and directionality of talk. This allowed us 
to roughly code for the complexity of each case and to 
compare cases across teams and across time. This also 
helped inform a preliminary model of a prototypi-
cal patient case review that could describe variations, 
which was refined as analysis proceeded. 
Conversation analytic methods were then used to iden-
tify, characterize, and analyze the collective actions 
the teams accomplished through their talk, both to 
flesh out the model and to begin mapping variations 
in case reviews. Conversation analysis (CA) focuses on 
the actions accomplished in interaction (Drew, 2005; 
Pomerantz & Fehr, 1997; Pomerantz, 1990), and the 
“mechanisms” by which these actions are accomplished 
(Mortensen & Wagner, 2013), thus offering a window, 
for instance, on how hierarchy is enacted in interac-
tion (Heritage, 2005). A portion of the audio recorded 
rounds (15 meetings; n=413 case reviews; 283 pages of 
single-spaced transcriptions) were transcribed accord-
ing to conversation analytic conventions established by 
Jefferson (1984) without attending to pronunciation, 
with one third each from Intake, Intervention, and 
Short-stay GIM. The first author then conducted an 
immersive reading (and re-readings) of the hundreds 
of transcribed cases, and used CA to analyze several 
typical and atypical case reviews. This analysis was 
applied to the model to help refine recurrent features 
and to account for “deviant” cases (Bernard, 2006), 
interpreting the actions that were being collectively 
accomplished through each recurrent feature.5  
5 We do not present this research as primarily focused on the 
goals of conversation analysis, but rather have employed CA as a 
methodological tool (Hammersley, 2003). 
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Typical samples of this data were analyzed by a group 
of interaction analysts at the Groupe LOG (Language, 
Organization, and Governance) at the Université de 
Montréal in order to test and confirm the first author’s 
emerging interpretations. Here it was determined that 
one recurrent feature that structured case reviews was 
the expression of uncertainty (doubt, questions, correc-
tions or conversational repair, etc.); these tended to 
mark the topical sequences6 within case reviews (see 
Pomerantz & Fehr, 1997), that is, the variations of X to 
which team members oriented. Following these group 
analysis sessions, the theory of organizational sense-
making (Weick et al., 2005; Weick, 1995) was selected 
as offering a good explanatory fit between the observed 
interactional phenomena and the research questions. 
Finally, to explore and characterize observed variations 
across the “high” and “low” collaborating teams, repre-
sentative portions of transcribed rounds recordings 
were further analyzed comparing the conversational 
actions accomplished (by whom) and the topical 
content discussed (and how). Analysis focused on 
when, how, and how often case reviews typically went 
from being overviews to more extended discussions. 
This was compared with the topical richness and multi-
vocality across teams, that is, how many sequences and 
sub-sequences and how many speakers per case review, 
and was compared with our understandings of the 
teams’ cultures and ways of operating generated from 
field note analysis. 
We also looked for markers and possible explanations 
of stable practice, including how routine and compre-
hensive the overviews tended to be for each team. This 
also included looking at the continuity of storytelling, 
especially the interactional effects of frequent rota-
tion in leadership nurses on two of the teams, Intake 
6 Case reviews were often composed of chunks of topically related 
discussion woven together, especially for complex cases. So for 
instance, there could be a sequence of extended debate where 
team members worked together establish whether or not a home-
less person had left against medical advice (AMA) on previous 
hospitalizations, and once they had come to a conclusion on that 
topic (whether the conclusion was consensus about the answer or 
plan, an agreement to disagree, or simply an agreement to move 
on), they would then turn to the next topic of discussion. How 
these transitions were made—who was “authorized” to change 
subjects, to ask questions, to challenge answers, and how they 
“packaged” their interactional contributions—was quite telling of 
how hierarchy was enacted on the teams. 
and Intervention, by analyzing in-depth a sample of 
15 diachronic cases from each for how the framing 
in patient stories evolved over time, and who or what 
carried portions of the story from one day to the next 
(which we dub story-porting). This was especially 
relevant for complex cases, where a given issue may 
have been hashed out in one meeting and a consensus 
reached, only to be dropped in the next meeting because 
the leadership had rotated. Finally, we took advantage 
of a small portion of our audio recordings in which 
physicians and medical residents were present on one 
of the teams (Short-stay GIM) in order to examine how 
collective practice tended to change when they walked 
into the room (36 case reviews out of sample of 171 
total). This will be elaborated in a future article, but the 
broad strokes are presented below, along with our other 
findings.
Findings: Collective Sensemaking in 
Communicative Practice
The findings report on the three teams for which audio 
recordings were collected (Intake, Intervention, and 
Short-stay GIM), and it proceeds in two steps. First, 
we describe the pattern of practice of doing the patient 
case review observed across the teams, emphasizing (a) 
framing practices in case overviews and their influence 
on team sensemaking, and (b) collective sensitivity to 
expressions of uncertainty. This is presented in Figure 
1 (following page), which depicts a model of a typical 
IP patient case review. Second and based on this frame-
work, we explore the differences observed across the 
teams identified as efficient collaborators and those 
with problematic collaboration.
Overall portrait 
The average patient load discussed at each meeting 
was 33 patients, and the average length of time spent 
discussing each varied by team (approximately 0:58 
minutes on Intake and Intervention, and 1:28 minutes 
on Short-Stay GIM). However, on Intervention the 
length also varied greatly by the charge nurse on duty, 
which might indicate a less stable collective practice on 
this team, which we explore below. 
While rounds were always facilitated by charge nurses, 
or a pilot project representative if attending, documen-
tary supports were integral to collective performance. 
H IP&ISSN 2159-1253
Health & Interprofessional Practice | commons.pacificu.edu/hip                                                                                         2(4):eP1077 | 9
Talk was organized around the ascending bed numbers 
on each professional’s patient list. These documents 
served as co-orientation aids for team members who 
followed along in their own notes as the charge nurse 
gave the overview by relying on his or her nursing 
notes, which were compiled in consultation with the 
charge nurse from the previous shift. In this way, listen-
ing team members could immediately remark on any 
discrepancies, and the various threads of the patient’s 
story could be woven into a multi-stranded whole, 
although the teams seemed to tolerate many narrative 
loose ends. 
Case reviews usually followed a routine structure (see 
Figure 1), especially on the teams thought to be more 
efficient (Intake and Short-stay GIM). The charge nurse 
served as a conversational gatekeeper by opening and 
closing (Schegloff, 1968) case reviews, accomplished by 
calling out patient identifiers such as the patient’s first 
and last name, age, and bed number. This was a first step 
in collective sensemaking, as it allowed listening team 
members to co-orient and follow along their own lists. 
As observed in other care contexts, case discussions 
can involve the collective accomplishment of two 
actions, often in sequential temporal phases (Careau 
et al., 2014): First, the building of a common vision of 
the situation, which is considered here as collabora-
tive description of the patient’s situation and, second, 
the development of a cohesive action plan, referred to 
here as collaborative action planning. These correspond 
to the two questions that organizational sensemaking 
typically addresses: What’s going on here? And, now 
what? (Blatt et al., 2006; Weick et al., 2005). In our 
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Figure 1. Mapping IP sensemaking in the acute care patient case review
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study, these were not always both present in all case 
reviews, as explained below. 
Framing practices in case overviews.
 
The charge nurse also served as a “gatekeeper” for 
team sensemaking through his or her framing prac-
tices, which implied parsing or interpreting his or her 
nursing notes for details currently relevant to the case 
and to the team members around the table. Because of 
time pressures, discussions in acute care rounds must 
be targeted, and framing practices do just this. Over-
views act as a lens for team sensemaking and are thus 
consequential to the parts of the patient’s story that get 
discussed. The overviews given on the different teams 
were more or less comprehensive and focused on the 
goal-focused questions mandated by the pilot project 
(patient’s medical status and goal, functional status 
and goal, and discharge concerns). They established 
the patient’s situation and circumscribed collective 
focus on what was problematic in that situation so 
team members could mentally plot the patient’s current 
status on the care trajectory. 
About half of all case reviews on all of the teams 
stopped at the overview, and they involved univocal 
(only one speaker) and unidirectional (from charge 
nurse to others) talk produced by the charge nurse. We 
considered them as briefings. 
Sensitivity to expressions of uncertainty.
The other half of case reviews went beyond briefings. 
They tended to be lengthier discussions, more complex, 
and more multivocal; it was in these that collective 
sensemaking was most directly observable (although 
a team listening to a briefing can also be considered 
collective sensemaking). In these, some expression of 
uncertainty triggered further discussion to establish the 
patient’s situation. This could take many forms, such as 
a direct request for information or for confirmation, 
or, more subtly, the marking of epistemic doubt, such 
as the charge nurse saying “I’m not sure if…” or the 
noticing of a discrepancy (e.g., “the description in the 
notes doesn’t match what I heard at shift change”). It 
could also come in the form of a conversational repair 
of a previous utterance (i.e., correcting what someone 
has just said), which simultaneously served to point 
out and reduce doubt.7 Interactionally, the expression 
of uncertainty could also introduce something new 
for consideration, especially in complex cases, and by 
so doing, could constitute an authoring move in the 
team’s collective account of the patient’s situation. Most 
importantly, however, expressed uncertainty seems 
to have been taken up by listening team members as 
a solicitation for help in figuring out the situation and 
how to reduce the uncertainty: an opening up of the 
conversational floor.
Typically and especially on the teams thought to be 
more efficient, discussion to reduce expressed uncer-
tainty would proceed until team members agreed on 
a shared vision or action plan (i.e., consensus)—what 
Weick calls communication cycles—or until they 
explicitly or implicitly agreed to move on, for instance 
when someone raised a new topic of concern or the 
charge nurse called out the name of the next patient 
and they began a new case review.
In most of these case reviews, discussion was descrip-
tive only (labeled collaborative description). A small 
portion, though, also involved prescriptive action 
planning (labeled collaborative description + action 
planning), and it seemed to depend in part on the team 
members’ capacity to act; teams tended to do action 
planning when the actions were ones they were autho-
rized to carry out. Finally, the charge nurse typically 
closed case reviews by calling out the name of the next 
patient on the list, again serving as a conversational 
gatekeeper. 
Having described the main features of the typical 
patient case review, we can now consider how elements 
of this practice varied.
Observed variations within and across teams
Shared authorship.
One of the practice variations between what the pilot 
project deemed as the highly efficient teams (Intake 
and Short-stay GIM) and the less efficient team (Inter-
vention) was how collaboratively each case review was 
7 In fact, insofar as we display shared understanding through con-
versation, conversational repair is the mechanism by we negotiate 
and establish intersubjectivity (Schegloff, 1991) and construct 
social reality (Berger & Luckmann, 1966). 
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authored, including the overview. Although overviews 
tended to be the domain of the charge nurse, on Intake 
and Short-stay GIM, authorship of overviews was 
easily shared with other involved team members who 
may have had more up-to-date information or direct 
experience with the patient. On these teams, talk was 
less unidirectional and univocal in general, and there 
was more co-authoring of the patient’s situation in their 
talk. This included greater conversational alignment 
and affiliation (Steensig, 2013) as well as co-construc-
tion of utterances (e.g., finishing each other’s thoughts). 
In other words, these interactional markers indicated 
a more collaborative performance at the communica-
tive level. In this way, authorship of case reviews was 
shared among the members of the team, even if the 
charge nurse leading rounds (along with his or her 
daily patient notes) remained the primary author. 
Routineness and comprehensiveness of overviews.
On Intake and Short-stay GIM, the overall practice 
and especially overviews tended to be more stable 
across rotating charge nurses, and this was especially 
notable on Intake, whose duo of charge nurses rotated 
daily such that a given charge nurse did not report on 
the same patients two days in a row. On these teams, 
overviews almost always included routine, compre-
hensive and thus predictable components that framed 
the patient’s situation and tended to comprehensively 
address the same foci: the patient’s medical status and 
goal, functional status and functional goal, and psycho-
social concerns for discharge. 
In contrast, on Intervention, which had been red-
flagged for poor discharge planning and a high rate of 
discharge and readmittance, overviews varied greatly 
by charge nurse, especially with regard to how charge 
nurses relied on and parsed their nursing notes. For 
instance, one charge nurse relied very little on the 
nursing notes and recounted moral tales about the 
patients or involved practitioners (Crepeau, 2000), 
but provided few consistent circumscribing details in 
the overviews. A second charge nurse tended to read 
directly from the nursing notes in nursing jargon and 
provided little psychosocial contextualizing informa-
tion, speaking from an impersonal “tubes in and tubes 
out” focus (i.e., catheters, drains, epidurals, body fluids, 
vital signs) that was not necessarily meaningful to 
all the professionals present. Neither of these charge 
nurses tended to interpret or parse the notes for the 
listening team members. Their use of the nursing notes 
contrasted with that of the charge nurses on Intake 
and Short-stay GIM who observably switched back 
and forth between reading and interpreting registers. 
A third Intervention charge nurse, however, provided 
comparatively extensive overviews, relying on the 
nursing notes and the patient charts, and frequently 
expressing doubt about what was in the notes, asking 
for confirmation from listening team members. They in 
turn (and this is perhaps ironic) sometimes expressed 
frustration to the first author at the comprehensiveness 
of these overviews because rounds tended to run twice 
as long as usual when this charge nurse was on duty. 
Complexity of discussions.
Discussions tended to be more topically complex and 
more nuanced on Intake and Short-stay GIM, with 
consideration of finer grained details of the patient’s 
situation. There was more frequent expression of uncer-
tainty and more communication cycles to address and 
reduce uncertainty (Kreps, 2009) and to collaboratively 
plan actions than on Intervention. This corresponds 
with more time spent on average in the middle section 
of the model presented above, and with greater multi-
vocality (more speakers on average per patient case 
review) and sharing of the conversational floor.
This difference was poignantly evident in the only 
recorded patient case discussed by all three teams—a 
complex case that resulted in a new colostomy for a 
blind patient—where the complicating factors (the 
patient’s blindness and his ability for eventual self-care 
with support) were collectively noticed and discussed by 
Intake where he began his stay, but were not mentioned 
at all by the Intervention team until late in his 10-day 
stay on that ward and even then were practically glossed 
over. Fortunately for this patient, Intervention did not 
do his discharge planning; the complicating factors 
were extensively discussed by Short-stay GIM before 
he left the hospital.
Stabilizers of practice: Story-porters.
The greater topical complexity of discussions on the 
“high-efficiency” teams was mirrored by the stability 
of their collective storytelling practice across rotat-
ing charge nurses, especially on Intake. We tracked 
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instances of story porting—that is, the carrying forward 
of a discussed element of the patient’s story from one 
meeting to the next—from a sample of 15 patients with 
diachronic cases from both Intake and Intervention, 
teams whose charge nurses rotated almost daily. Story 
porting was observed in every possible case on Intake 
(n=24 case reviews), with an average of 1.6 instances 
per case review. Intervention had a similarly high inci-
dence of story porting, occurring in 85% of possible 
cases (n=34 case reviews), but only 0.8 instances per 
case review on average. In other words, fewer elements 
of the story were revisited in subsequent case reviews. 
However, where they differed even more was in who 
and how story porting occurred. While charge nurses 
were undeniably key players in both teams’ story 
porting given their framing roles in case overviews, on 
Intake the story was carried by other team members 
in 68% of observed instances,8 in particular by social 
work and physiotherapy. In contrast, story porting by 
team members other than the charge nurse (excluding 
the pilot project representative) was observed in only 
29% of instances. While this sample size is admittedly 
too small for drawing conclusions (and we present the 
data as descriptive only), the overall picture of practice 
differences across the teams is confirmed by the story-
porting analysis: Intake had richer, more detailed and 
more multi-vocal discussions in their case reviews, 
and more continuity in their storytelling across rotat-
ing leadership.
Physician presence.
Finally, physicians (hospitalists and medical residents) 
came to the rounds of only one team, Short-stay GIM, 
and only occasionally at that (n=36 case reviews out 
of a transcribed 171 over 5 rounds). Nonetheless, 
important and persistent differences in collective prac-
tice were observed when they did drop in. Invariably, 
co-orientation details (such as the patient’s first name, 
age, and bed number) were omitted as the charge 
nurse ceded the floor to the physician, who typically 
called out only the last name of the patient in his or 
her care. In other words, the doctor’s presence trumped 
documentary supports as the organizer of talk. This 
effectively forced the other listening team members 
8 Sometimes, more than one team member carried a story ele-
ment, for instance, the charge nurse and social worker might 
recall together an evolving matter of concern, and these were 
counted twice, once in each category. 
to flip quickly through their own patient lists to locate 
the patient in question, and represented an interrup-
tion in the flow of discussion (Alvarez & Coiera, 2006; 
Palese, Sartor, Costaperaria, & Bresadola, 2009) and an 
increased challenge for co-orientation. While no one 
complained overtly about this, one team member (a 
seasoned, older nurse in community care) sometimes 
stopped discussion to clarify which patient they were 
reviewing, and other listening team members would 
whisper their thanks. 
When physicians were present, overviews tended to 
be less comprehensive or even non-existent. Similarly, 
contributors to talk (i.e., those authoring the current 
version of the patient’s story) were typically restricted 
to the physician, the charge nurse, and a bedside nurse 
when present; allied and community health team 
members remained relatively silent. In fact, ceding 
authorship and conversational gatekeeping to the doctor 
effectively enacted hierarchy in the interaction (Heri-
tage, 2005), and positioned the other team members as 
the overhearing audience rather than as the intended 
audience for sensemaking (Heritage, 1985); a subtle but 
important shift with regard to a flatter hierarchy and 
democratic clinical practice (Long, Forsyth, Iedema, & 
Carroll, 2006; Quinlan & Robertson, 2010). 
Related to truncated overviews (and thus less attention 
to circumscribing “What’s going on?”), when a physi-
cian was present, case reviews tended to focus much 
more often on action planning (“Now what?”) than 
solely on collaborative description: 65% for hospital-
ists (n=20 case reviews) and 69% for medical residents 
(n=16), compared to 28% of the case reviews with no 
physician presence (n=135). 
With this overall portrait in place of the three teams’ 
practice of doing the patient case review, we turn now 
to a more developed interpretation of their collabora-
tion as collective sensemaking practice and what we 
gain by such an interpretation. 
Discussion 
The World Health Organization (WHO) (2010) explains 
that collaborative practice “occurs when multiple health 
workers from different professional backgrounds 
provide comprehensive services by working with 
patients, their families, carers, and communities to 
deliver the highest quality of care across settings” (p. 
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13). However, the WHO does not specify what this 
working together looks like or what the collective prac-
tices might be. 
This article contributes to knowledge about ICP by 
reporting on observed interactional processes in collab-
orative work (Careau et al., 2014; Valentine et al., 2013) 
and by presenting a model that maps the typical case 
review and allows for consideration of different varia-
tions.  The article’s overall goal has been to describe 
in detail a common communicative practice in inter-
professional collaboration in acute care, the patient 
case review, and to frame it as collective sensemaking 
(Weick et al., 2005; Weick, 1979b, 1995). This makes 
explicit the link—or even the equivalence—between 
communicative action and interprofessional collabora-
tion (Morgan, Pullon, & McKinlay, 2015), thus adding 
to ongoing conversations about the determinants of 
successful collaboration (San Martín-Rodríguez et 
al., 2005). Rather than an input to collaboration, we 
argue here that communicative practice constitutes 
the collaboration itself, at least insofar as collaborative 
practice implies a shared definition of the (patient’s) 
situation and the collective determination of shared 
goals (Billett, 2014; Careau et al., 2012; Quinlan & 
Robertson, 2010) if not shared decision-making. 
Indeed, according to Careau and colleagues (2012), IP 
collaboration occurs on a continuum from uni-profes-
sional to interprofessional, and it ought to vary on a 
case-by-case basis according to the complexity and the 
needs of the patient’s situation. The task facing collab-
orative teams is thus to identify the level of complexity 
of each case, the current location of the patient’s case 
on the care trajectory, and which professionals ought 
to get involved. This is precisely the task in which the 
teams in this study engaged, and it involved collective 
sensemaking that occurs in and through communica-
tive practice. From this, we propose that the collective 
practice of the patient case review can serve as a fruitful 
site of inquiry into and potentially even evaluation of 
ICP in acute care and elsewhere.
Our study was limited, due to its lack of access to the 
pilot project’s statistical measures of ward and organi-
zational performance and by its consequent reliance 
on pilot project representatives’ anecdotal reports of 
these measures to characterize the teams as efficient or 
not. However, pilot project descriptions of the teams 
did resonate with the practice differences that clearly 
emerged in the analysis. A future study could aim to 
incorporate in its design pertinent outcome indicators 
with process observations (Conn, Kenaszchuk, Dainty, 
Zwarenstein, & Reeves, 2014).
Another limitation is that this is a single site study. 
However, there are few studies of communication in 
acute care IP team meetings, as most research on IP 
team meetings and case discussions has focused on other 
care contexts, such as long-term geriatric care (Bokhour, 
2006), palliative and hospice care (Arber, 2008; Witten-
berg-Lyles, Parker Oliver, Demiris, & Regehr, 2010), or 
psychiatry (Vuokila-Oikkonen et al., 2002), where teams 
meet less frequently but for longer periods of time and 
discuss fewer patients (see also Lanceley, Savage, Menon, 
& Jacobs, 2007; Opie, 2000). The specificity of this acute 
care context, with its time pressure and biomedical 
dominance, likely impacts greatly on the format and 
routinized nature of discussions. 
Even so, the interactional patterns discerned here echo 
the findings of studies from other contexts, such as 
rehabilitation (Abreu, Zhang, Seale, Primeau, & Jones, 
2002) and long-term care (Bokhour, 2006) where 
collaborative discussion was most often triggered by a 
team member questioning or commenting on a report 
given by another team member. This suggests that a 
sensemaking framework could be useful more gener-
ally in studies of ICP. 
Our findings also echo those of an observational study 
in the acute care hospital context, Lewin and Reeves 
(2011), which found that planned IP meetings were 
ritualistic in nature, containing little functional collab-
orative activity, which they implicitly define as decision 
making or action planning. Indeed, in our study, action-
planning in case reviews tended to occur most often 
when physicians were present. (This is not surprising 
given the ordering privileges held by physicians, but 
their infrequent presence at rounds does raise the ques-
tion of the purpose and design of rounds with regard 
to organizational efficiency, as well as the differential 
professional accountability for participation therein.) 
However, we resist discrediting the collaborative value 
of case reviews where action planning did not occur 
(i.e., the briefings and collaborative description in our 
typology), and we interpret their value differently than 
did Lewin and Reeves (2011). On Intake and Short-stay 
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GIM, the stable practice of collaboratively and compre-
hensively describing the patient’s situation may have 
been precisely what allowed practitioners to better artic-
ulate their efforts in care outside of the rounds context 
(Strauss, 1988, 1993), lending to the overall efficiency of 
these wards, according to the pilot project’s estimation. 
Furthermore, the ritualistic aspect of the perfor-
mance—the predictable framing practices as well as 
the prescribed areas for team consideration (the pilot 
project’s script of goal-focused questions)—may have 
served as an implicit checklist (Kitto, 2010; Lingard 
et al., 2005) or sensemaking frame for the teams, thus 
foregrounding omissions and anomalies, and contrib-
uting to a more holistic description of the patient’s 
situation and more knowledgeable discussions. This 
itself may have lent stability to the collective practice by 
ordering and organizing the teams’ thinking, even if it 
did not always lead to explicit action planning. In fact, 
the habitual practice of predictable and comprehen-
sive overviews, greater multivocality, and a welcome 
atmosphere for expressions of uncertainty might have 
helped stabilize practice when team member presence 
was irregular, thereby lending continuity to the patient’s 
story and possibly to his or her care. 
As Gordon et al. explain (2012, location 1130): 
Health care professionals often claim that predict-
able communication is impossible because of their 
constant confrontation with uncertainty. What is 
not well understood or accepted yet in health care 
is that predictable communication patterns may be 
the best and most effective way to mitigate the stress 
that is itself a by-product of the constant ambiguity 
in their work. 
This is corroborated in the literature on high reliabil-
ity organizations (HROs), which has pointed out that 
reliable collective performance is facilitated by stabil-
ity in sensemaking routines and variability in action 
routines (Weick, Sutcliffe, & Obstfeld, 1999). In other 
words, stable communication practices and variability 
in care interventions. The HRO literature recommends 
taking a wide view when scanning the environment 
and making sense of the situation (Cooren & Robi-
chaud, 2010; Kreps, 2009; Weick et al., 1999), and this 
was also built into the practice of Intake and Short-stay 
GIM through the goal-focused questions that broadly 
emplotted patients on their care trajectory, anticipating 
future developments and making sense of past history. 
These teams looked farther upstream and downstream 
in their deliberations than did Intervention’s relatively 
myopic, ward-level focus on biomedical concerns. 
Intake and Short-stay GIM were thus able to more reli-
ably incorporate (a) considerations that could impact 
on discharge planning, such as the patient’s family 
dynamics and living situation, and (b) the patient’s 
perspective (the patient’s preferences were most often 
mobilised in discussion about discharge options). In 
contrast, Intervention focused less often upstream 
and downstream on the patient care trajectory in their 
collective sensemaking, which could help explain their 
problematic discharge planning and their less patient-
centred focus.
The counter balance to routinized sensemaking 
practices is the cultivation of collective vigilance or 
heedfulness (Jeffs, Lingard, Berta, & Baker, 2012; Weick 
& Roberts, 1993) and an openness and attentiveness to 
ambiguity and anomaly (Sutcliffe, 2011; Weick et al., 
1999). This manifests as observable collective sensitiv-
ity to expressions of uncertainty. We argue that one of 
the reasons Intake and Short-stay GIM discussed more 
fine-grained details of patients’ cases was because they 
had cultivated this collective sensitivity. It was not only 
that they shared mental models and goals (Courtenay, 
Nancarrow, & Dawson, 2013; Evans & Baker, 2012), but 
that they took up expressions of uncertainty as shared 
problems to collectively solve. 
For uncertainty to be freely expressed requires what 
Jones and Jones (2011) call participative safety, the 
permission to speak up with impunity, to ask questions, 
and to challenge accepted understandings, a fundamen-
tal component of aviation’s crew-resource management 
(CRM) that is making inroads in the health-care 
collaboration literature (e.g., Buljac-Samardzic et al., 
2010; Gordon et al., 2012; Leonard, 2004; Reeves, Kitto, 
& Masiello, 2013). The Intervention team seemed to 
devalue such participative safety in its ward-level 
culture: One of its charge nurses interviewed said of 
their role: 
“You have to have a lot of confidence in yourself, in 
your opinion. You have to try not to express uncer-
tainty, because otherwise, you have to rationalize 
everything, especially when talking to doctors.”
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Although this charge nurse was speaking about indi-
vidual-level practice, one can see how the face work 
(Goffman, 2006) required to present such a chink-free 
image of certitude when interacting with others could 
prevent collective sensemaking at the team level, espe-
cially given the charge nurse’s status as facilitator of 
rounds and producer of overviews, as it left little room 
for the expression of uncertainty. In comparison, an 
allowance for uncertainty was part and parcel of the 
routine framing practices on Intake and Short-stay 
GIM, included in shared authorship. This, as we saw, 
helped to stabilize practice through story-porting when 
the charge nurse rotated.
So did documentary supports. Although we did not have 
ethical access to various working documents such as the 
patient charts and the nursing notes, we can infer from 
the way these were invoked and used in different ways by 
the teams’ charge nurses that they play an immense role 
in organizing and stabilizing team sensemaking prac-
tice in rounds as well as outside of rounds when charge 
nurses rotated; recall especially the difference in the way 
the Intervention charge nurses relied on and trusted or 
doubted the nursing notes. These notes were the starting 
point for each current version of the patient’s story in 
case reviews, and also where they concluded (through 
note-taking in rounds), only to begin again elsewhere. 
In fact, we argue it is essential to think of team sense-
making in rounds as being embedded in and relying on 
a web of communicative practices that extend beyond 
the situated, local interaction: previous conversations 
that get recounted, nursing notes from shift change that 
demand clarification, note-taking in rounds that gets 
transported and recounted elsewhere (Cooren, Fox, 
Robichaud, & Talih, 2005). This web gets activated in 
rounds, or as Weick would put it, “enacted.” 
Looking forward, we can see some practical implica-
tions for IP researchers, practitioners, educators, and 
organizational policy makers from our reflections. Our 
broad suggestion is that the patient case review can 
serve as a site of inquiry into and even evaluation of IP 
collaboration as it is here that shared mental models, 
role awareness, and collective sensemaking take place. 
Two key players, the charge nurse and his or her notes, 
are inseparable here. This must be kept in mind when 
designing IP practice interventions to structure talk: 
Structured talk is only so good as the (web of) docu-
ments it relies on.
We also argue that framing practices (Brummans et al., 
2008) be taught as an important leadership competency 
for fostering collective sensemaking on interprofes-
sional care teams. Through their framing practices and 
the participative safety they cultivate (or not), charge 
nurses act as “stewards” of interprofessional sensemak-
ing and thus as the primary mediators in the collective 
weaving of the different strands of the patient’s story. 
Producing overviews is a skill that can be honed. A 
thoughtful overview effectively signals professional 
relevance (i.e., to whom X pertains, who needs to get 
involved), and in this way “creates” its intended audi-
ence by enacting role awareness (Suter et al., 2009). An 
overview should be more comprehensive when more 
sensemaking work is needed, for instance when the 
patient is new to the team, when a team member is new 
to the case, or when the case is complex and there is a 
new turn of events—in short, when the team is faced 
with more ambiguity and must engage in “equivocality 
reduction” (Weick, 1979a). While these guidelines may 
seem commonsensical and obvious, it was only through 
comparison of the different teams’ performance (or 
lack thereof) that we came to these conclusions.
Conclusion
In summary, this exploratory study provides a detailed 
map of one important practice of interprofessional 
collaboration in acute care: the interprofessional patient 
case review. Relying primarily on naturalistic observa-
tions of actual team sensemaking practice, it builds on 
previous knowledge about determinants and outcomes 
of interprofessional collaboration and suggests how 
shared mental models and goals are made relevant in 
collective sensemaking processes through framing 
practices and collective sensitivity to expressions 
of uncertainty. These findings suggest communica-
tion (taken in its broadest sense) as a focus for future 
inquiry into ICP, in tandem with inquiry into health 
care professionals’ knowledge, attitudes, and beliefs 
about ICP.
Acknowledgements
Special thanks to the members of the Groupe LOG, 
Université de Montréal, who provided feedback 
throughout the analysis process. We would also like to 
acknowledge the interprofessional teams who partici-
pated in the research.
H IP& Mapping Collective Sensemaking in Communication
ORIGINAL RESEARCH                                                                                                                                                           2(4):eP1077 | 16
References
Abreu, B. C., Zhang, L., Seale, G., Primeau, L., & Jones, J. S. 
(2002). Interdisciplinary meetings: Investigating the collaboration 
between persons with brain injury and treatment teams. Brain 
Injury, 16(8), 691–704.
http://dx.doi.org/10.1080/02699050210128942
 
Alvarez, G., & Coiera, E. (2006). Interdisciplinary 
communication: An uncharted source of medical error? Journal 
of Critical Care, 21(3), 236–242.
http://dx.doi.org/10.1016/j.jcrc.2006.02.004
Arber, A. (2008). Team meetings in specialist palliative 
care: Asking questions as a strategy within interprofessional 
interaction. Qualitative Health Research, 18(10), 1323–1335. 
http://dx.doi.org/10.1177/1049732308322588
Ashcraft, K. L., Kuhn, T. R., & Cooren, F. (2009). Constitutional 
amendments: “Materializing” organizational communication. The 
Academy of Management Annals, 3(1), 1–64. 
http://dx.doi.org/10.1080/19416520903047186
Atwal, A., & Caldwell, K. (2006). Nurses’ perceptions of 
multidisciplinary team work in acute health-care. International 
Journal of Nursing Practice, 12(6), 359–365. 
http://dx.doi.org/10.1111/j.1440-172X.2006.00595.x
Austin, J. L. (1962). How to do things with words. In J. O. 
Urmson & M. Sbisa (Eds.),The discourse reader (2nd ed.). 
Cambridge, MA: Harvard University Press.
Barnes, B. (2001). Practice as collective action. In T. Shatzki, 
K. Knorr-Cetina, & E. von Savigny (Eds.), The practice turn in 
contemporary theory (pp. 25–35). New York: Routeledge. 
Berger, P. L., & Luckmann, T. (1966). The social construction of 
reality: A treatise in the sociology of knowledge. Garden City, NY: 
Doubleday.
Bergeron, C. D., & Cooren, F. (2012). The collective framing 
of crisis management : A ventriloqual analysis of emergency 
operations centres. Journal of Contingencies and Crisis 
Management, 20(3). 
http://dx.doi.org/10.1111/j.1468-5973.2012.00671.x
Bernard, H. R. (2006). Research methods in anthropology: 
Qualitative and quantitative. Sociological Research Online (4th 
ed.). New York: AltaMira Press. 
Billett, S. R. (2014). Securing intersubjectivity through 
interprofessional workplace learning experiences. Journal of 
Interprofessional Care, 28(3), 206–11. 
ttp://dx.doi.org/10.3109/13561820.2014.890580
Blatt, R., Christianson, M. K., Sutcliffe, K. M., & Rosenthal, 
M. M. (2006). A sensemaking lens on reliability. Journal of 
Organizational Behavior, 27(7), 897–917. 
http://dx.doi.org/10.1002/job.392
Bokhour, B. G. (2006). Communication in interdisciplinary team 
meetings: what are we talking about? Journal of Interprofessional 
Care, 20(4), 349–63. 
http://dx.doi.org/10.1080/13561820600727205
Brummans, B., Putnam, L. L., Gray, B., Hanke, R., Lewicki, R. J., 
& Wiethoff, C. (2008). Making sense of intractable multiparty 
conflict: A study of framing in four environmental disputes. 
Communication Monographs, 75(1), 25–51. 
http://dx.doi.org/10.1080/03637750801952735
Buljac-Samardzic, M., Dekker-van Doorn, C. M., van 
Wijngaarden, J. D. H., & van Wijk, K. P. (2010). Interventions to 
improve team effectiveness: A systematic review. Health Policy 
(Amsterdam, Netherlands), 94(3), 183–95. Retrieved from http://
www.ncbi.nlm.nih.gov/pubmed/19857910
Canadian Interprofessional Health Collaborative (CIHC). (2012). 
An inventory of quantitative tools measuring interprofessional 
education and collaborative practice outcomes. Retrieved from 
http://www.chd.ubc.ca/files/file/instructor-resources/CIHC_
tools_report_Aug26 2012.pdf
Careau, E., Brière, N., Houle, N., Dumont, S., Maziade, J., 
Paré, L., … Museax, A.-C. (2012). Continuum des pratiques de 
collaboration interprofessionnelle en santé et services sociaux: 
Guide explicatif. Quebec City, QC: RCPI.
Careau, E., Vincent, C., & Swaine, B. R. (2014). Observed 
interprofessional collaboration (OIPC) during interdisciplinary 
team meetings: Development and validation of a tool in a 
rehabilitation setting. Journal of Research in Interprofessional 
Practice and Education, 4(1), 1–19.
Cicourel, A. V. (1990). The integration of distributed knowledge 
in collaborative medical diagnosis. In J. Galagher, R. E. Kraut, & 
C. Egido (Eds.), Intellectual teamwork: Social and technological 
foundations of cooperative work (pp. 221–242). Hillsdale, NJ: 
Lawrence Erlbaum.
Conn, L. G., Kenaszchuk, C., Dainty, K., Zwarenstein, M., & 
Reeves, S. (2014). Nurse–physician collaboration in General 
Internal Medicine : A synthesis of survey and ethnographic 
techniques. Health and Interprofessional Practice, 2(2), eP1057.
http://dx.doi.org/10.7772/2159-1253.1057
Conn, L. G., Lingard, L., Reeves, S., Miller, K.-L., Russell, A., & 
Zwarenstein, M. (2009). Communication channels in general 
internal medicine: a description of baseline patterns for improved 
interprofessional collaboration. Qualitative Health Research, 
19(7), 943–53. http://dx.doi.org/10.1177/1049732309338282
Cooren, F. (2004). The communicative achievement of collective 
minding. Management Communication Quarterly, 17(4), 
517–551. http://dx.doi.org/10.1177/0893318903262242
Cooren, F., Fox, S., Robichaud, D., & Talih, N. (2005). Arguments 
for a plurified view of the social world: Spacing and timing as 
hybrid achievements. Time & Society, 14(2-3), 265–282. 
http://dx.doi.org/10.1177/0961463X05055138
H IP&ISSN 2159-1253
Health & Interprofessional Practice | commons.pacificu.edu/hip                                                                                         2(4):eP1077 | 17
Cooren, F., & Robichaud, D. (2010). L’organizing selon Karl 
Weick. In S. Grosjean & L. Bonneville (Eds.), La communication 
organisationnelle : approches, processus et enjeux (pp. 150–154). 
Montréal: Chenelière Éducation.
Cott, C. (1997). “We decide, you carry it out”: A social network 
analysis of multidisciplinary long-term care teams. Social Science 
Medicine, 45(9), 1411–1421.
http://dx.doi.org/10.1016/S0277-9536(97)00066-X
Courtenay, M., Nancarrow, S., & Dawson, D. (2013). 
Interprofessional teamwork in the trauma setting: A scoping 
review. Human Resources for Health, 11(1), 57. 
http://dx.doi.org/10.1186/1478-4491-11-57
Crepeau, E. B. (2000). Reconstructing Gloria: A narrative analysis 
of team meetings. Qualitative Health Research, 10(6), 766–787. 
http://dx.doi.org/10.1177/104973200129118813
Creswell, J. W. (2007). Qualitative inquiry and research design: 
Choosing among five approaches (2nd ed.). Thousand Oaks, CA: 
Sage.
D’Amour, D., Ferrada-Videla, M., San Martín-Rodríguez, L., & 
Beaulieu, M.-D. (2005). The conceptual basis for interprofessional 
collaboration: Core concepts and theoretical frameworks. Journal 
of Interprofessional Care, 19(s1), 116–131. 
http://dx.doi.org/10.1080/13561820500082529
D’Amour, D., & Oandasan, I. (2005). Interprofessionality as 
the field of interprofessional practice and interprofessional 
education: An emerging concept. Journal of Interprofessional 
Care, 19(s1), 8–20. Retrieved from http://www.ncbi.nlm.nih.gov/
pubmed/16096142
Deneckere, S., Euwema, M., Van Herck, P., Lodewijckx, C., 
Panella, M., Sermeus, W., & Vanhaecht, K. (2012). Care pathways 
lead to better teamwork: results of a systematic review. Social 
Science & Medicine, 75(2), 264–8. 
http://dx.doi.org/10.1016/j.socscimed.2012.02.060
Drew, P. (2005). Conversation analysis. In K. Fitch & R. Sanders 
(Eds.), Handbook of language and social interaction (pp. 71–102). 
Mahwah, NJ: Lawrence Erlbaum Associates, Publishers.
Easen, P., Atkins, M., & Dyson, A. (2000). Inter-professional 
collaboration and conceptualisations of practice. Children & 
Society, 14(5), 355–367. 
http://dx.doi.org/10.1111/j.1099-0860.2000.tb00190.x
Eisenberg, E. M. (2006). Karl Weick and the aesthetics of 
contingency. Organization Studies, 27(11), 1693–1707. 
http://dx.doi.org/10.1177/0170840606068348
Ellingson, L. L. (2002). Communication, collaboration, and 
teamwork among health care professionals. Communication 
Research Trends, 21(1-3), 3–21.
Ellingson, L. L. (2003). lnterdisciplinary health care teamwork in 
the clinic backstage. Journal of Applied Communication Research, 
31(2), 93–117. http://dx.doi.org/10.1080/0090988032000064579
Emerson, R. M. (1995). Chapter 1 : Fieldnotes in Ethnographic 
Research. In R. M. Emerson, R. Fretz, & S. E. Shaw (Eds.), 
Writing ethnographic fieldnotes.
http://dx.doi.org/10.7208/chicago/9780226206851.001.0001
 
Emerson, R. M., Fretz, R., & Shaw, L. (1995). Writing 
ethnographic field notes. Chicago: University of Chicago Press.
http://dx.doi.org/10.7208/chicago/9780226206851.001.0001
Evans, J. M., & Baker, G. R. (2012). Shared mental models of 
integrated care: aligning multiple stakeholder perspectives. 
Journal of Health Organisation and Management, 26, 713–36. 
http://dx.doi.org/10.1108/14777261211276989
Fraser Health. (2008). Systems analysis & performance 
improvement: “Recovering capacity from within” - Utilization 
clinician’s orientation manual. Vancouver.
Gaboury, I., Bujold, M., Boon, H., & Moher, D. (2009). 
Interprofessional collaboration within Canadian integrative 
healthcare clinics: Key components. Social Science and Medicine, 
69(5), 707–715. 
http://dx.doi.org/10.1016/j.socscimed.2009.05.048
Garfinkel, H. (1967). Studies in ethnomethodology. Englewood 
Cliffs, NJ: Prentice-Hall, Inc.
Goffman, E. (2006). On face work. In A. Jaworski & N. Coupland 
(Eds.), The discourse reader (2nd ed., pp. 299–310). London: 
Routledge.
Gordon, S., Mendenhall, P., & O’Connor, B. B. (2012). Beyond the 
checklist: What else health care can learn from aviation teamwork 
and safety (Kindle Ver.). ILR Press.
Hammersley, M. (2003). Conversation analysis and discourse 
analysis: methods or paradigms? Discourse & Society, 14(6), 
751–781. http://dx.doi.org/10.1177/09579265030146004
Heritage, J. (1984). Garfinkel and ethnomethodology. Cambridge: 
Polity Press.
Heritage, J. (1985). Analyzing news interviews: Aspects of the 
production of talk for an overhearing audience. In T. A. Van 
Dijk (Ed.), Handbook of discourse analysis (Vol. 3, pp. 95–117). 
London: Academic Press.
Heritage, J. (2005). Conversation analysis and institutional talk. 
In K. Fitch & R. Sanders (Eds.), Handbook of language and social 
interaction (pp. 103–147). Mahwah, NJ: Lawrence Erlbaum 
Associates, Publishers.
Ilgen, D. R., Hollenbeck, J. R., Johnson, M., & Jundt, D. (2005). 
Teams in organizations: from input-process-output models to 
IMOI models. Annual Review of Psychology, 56, 517–43. 
http://dx.doi.org/10.1146/annurev.psych.56.091103.070250
H IP& Mapping Collective Sensemaking in Communication
ORIGINAL RESEARCH                                                                                                                                                           2(4):eP1077 | 18
Jefferson, G. (1984). On stepwise transition from talk about 
a trouble to inappropriately next-positioned matters. In J. 
M. Atkinson & J. Heritage (Eds.), Structures of social action: 
Studies of conversation analysis (pp. 191–222). Cambridge, UK: 
Cambridge University Press.
Jeffs, L. P., Lingard, L., Berta, W., & Baker, G. R. (2012). Catching 
and correcting near misses: The collective vigilance and 
individual accountability trade-off. Journal of Interprofessional 
Care, 26(2), 121–126. 
http://dx.doi.org/10.3109/13561820.2011.642424
Jones, A., & Jones, D. (2011). Improving teamwork, trust and 
safety: An ethnographic study of an interprofessional initiative. 
Journal of Interprofessional Care, 25(3), 175–181. 
http://dx.doi.org/10.3109/13561820.2010.520248
Kitto, S. (2010). Evidence-based checklists: Intended and 
uninteded consequences for interprofessional care. Journal of 
Interprofessional Care, 24(6), 609–611. 
http://dx.doi.org/10.3109/13561820.2010.527195
Kreps, G. L. (2009). Applying Weick’s model of organizing to 
health care and health promotion: Highlighting the central role 
of health communication. Patient Education and Counseling, 74, 
347–355. http://dx.doi.org/10.1016/j.pec.2008.12.002
Lanceley, A., Savage, J., Menon, U., & Jacobs, I. (2007). Influences 
on multidisciplinary team decision-making. International Journal 
of Gynecological Cancer, 18(2), 215–222. 
http://dx.doi.org/10.1111/j.1525-1438.2007.00991.x
Lazega, E. (1992). Micropolitics of knowledge: Communication and 
indirect control in workgroups. New York: Aldine de Gruyter.
Leiter, K. (1980). A primer on ethnomethodology. New York: 
Oxford University Press.
Lemieux-Charles, L., & McGuire, W. L. (2006). What do we know 
about health care team effectiveness? A review of the literature. 
Medical Care Research and Review, 63(3), 263–300. 
http://dx.doi.org/10.1177/1077558706287003
Leonard, M. (2004). The human factor: the critical importance 
of effective teamwork and communication in providing safe care. 
Quality and Safety in Health Care, 13(suppl_1), i85–i90. 
http://dx.doi.org/10.1136/qshc.2004.010033
Lewin, S., & Reeves, S. (2011). Enacting “team” and “teamwork”: 
Using Goffman’s theory of impression management to illuminate 
interprofessional practice on hospital wards. Social Science & 
Medicine, 72(10), 1595–1602. 
http://dx.doi.org/10.1016/j.socscimed.2011.03.037
Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic inquiry. 
Thousand Oaks, CA: Sage Publications.
Lingard, L., Conn, L. G., Russell, A., Reeves, S., Miller, K.-L. L., 
Kenaszchuk, C., … Gotlib Conn, L. (2007). Interprofessional 
information work: Innovations in the use of the chart on internal 
medicine teams. Journal of Interprofessional Care, 21(6), 657–667. 
http://dx.doi.org/10.1080/13561820701731817
Lingard, L., Espin, S., Rubin, B., Whyte, S., Colmenares, M., 
Baker, G. R., … Reznick, R. (2005). Getting teams to talk: 
Development and pilot implementation of a checklist to promote 
interprofessional communication in the OR. Quality and Safety in 
Health Care, 14, 340–346.
Lingard, L., Espin, S., Whyte, S., Regehr, G., Baker, G. R., Reznick, 
R., … Grober, E. (2004). Communication failures in the operating 
room: An observational classification of recurrent types and 
effects. Quality and Safety in Health Care, 13, 330–334.
http://dx.doi.org/10.1136/qshc.2003.008425
Lingard, L., Reznick, R., DeVito, I., & Espin, S. (2002). Forming 
professional identities on the health care team: Discursive 
constructions of the “other” in the operating room. Medical 
Education, 36, 728–734.
http://dx.doi.org/10.1046/j.1365-2923.2002.01271.x
 
Lingard, L., Reznick, R., Espin, S., Regehr, G., & DeVito, I. (2002). 
Team communications in the operating room: Talk patterns, 
sites of tension, and implications for novices. Academic Medicine, 
77(3). http://dx.doi.org/10.1097/00001888-200203000-00013
Long, D., Forsyth, R., Iedema, R. A. M., & Carroll, K. (2006). The 
(im)possibilities of clinical democracy. Health Sociology Review, 
15(5), 506–519. http://dx.doi.org/10.5172/hesr.2006.15.5.506
McGrath, J. E. (1964). Social psychology: A brief introduction. New 
York: Holt, Rinehart and Winston.
Miller, K.-L. L., Reeves, S., Zwarenstein, M., Beales, J., 
Kenaszchuk, C., & Gotlib Conn, L. (2008). Nursing emotion work 
and interprofessional collaboration in general internal medicine 
wards: a qualitative study. Journal of Advanced Nursing, 64(4), 
332–343.
Misak, C. (2013). Charles Saunders Peirce (1839-1914). In 
The American pragmatists (pp. 26–52). Oxford, UK: Oxford 
University Press.
Mitchell, P., Wynia, M., Golden, R., Mcnellis, B., Okun, S., Webb, 
C. E., … Mitchell, P. H. (2012). Core principles and values of 
effective team-based health care. Washington, DC. Retrieved 
from http://www.iom.edu/tbc
Molyneux, J. (2001). Interprofessional teamworking: What makes 
teams work well? Journal of Interprofessional Care, 15(1), 29–35. 
http://dx.doi.org/10.1080/13561820020022855
Morgan, S., Pullon, S., & McKinlay, E. (2015, March). 
Observation of interprofessional collaborative practice in primary 
care teams: An integrative literature review. International Journal 
of Nursing Studies, 52(7), 1217-1230.
http://dx.doi.org/10.1016/j.ijnurstu.2015.03.008
H IP&ISSN 2159-1253
Health & Interprofessional Practice | commons.pacificu.edu/hip                                                                                         2(4):eP1077 | 19
Mortensen, K., & Wagner, J. (2013). Conversation analysis: 
Overview. In The encyclopedia of applied linguistics. Wiley-
Blackwell. http://dx.doi.org/10.1002/9781405198431.wbeal1339
Nicolini, D. (2013). Practice theory, work, & organization. Oxford: 
Oxford University Press.
Opie, A. (1997). Thinking teams thinking clients: issues of 
discourse and representation in the work of health care teams. 
Sociology of Health & Illness, 19(3), 259–280. 
http://dx.doi.org/10.1111/j.1467-9566.1997.tb00019.x
Opie, A. (2000). Thinking teams/thinking clients: Knowledge-based 
teamwork. New York: Colubmia University Press.
Palese, A., Sartor, A., Costaperaria, G., & Bresadola, V. (2009). 
Interruptions during nurses’ drug rounds in surgical wards: 
Observational study. Journal of Nursing Management, 17, 
185–192. http://dx.doi.org/10.1111/j.1365-2834.2007.00835.x
Pomerantz, A. (1990). Conversation analytic claims. 
Communication Monographs, 57(3), 231–235. 
http://dx.doi.org/10.1080/03637759009376198
Pomerantz, A., & Fehr, B. J. (1997). Conversation analysis: An 
approach to the study of social action as sense making practices. 
In T. A. van Dijk (Ed.), Discourse as social interaction: Discourse 
studies: A multidisciplinary introduction (Vol. 2, pp. 64–91). 
London: Sage Publications.
Quinlan, E., & Robertson, S. (2010). Mutual understanding 
in multi-disciplinary primary health care teams. Journal of 
Interprofessional Care, 24(5), 565–578. 
http://dx.doi.org/10.3109/13561820903520385
Reeves, S. (2010). Ideas for the development of the 
interprofessional field. Journal of Interprofessional Care, 24(3), 
217–219. http://dx.doi.org/10.3109/13561821003788930
Reeves, S., Kitto, S., & Masiello, I. (2013). Crew resource 
management: how well does it translate to an interprofessional 
healthcare context? Journal of Interprofessional Care, 27(3), 
207–9. http://dx.doi.org/10.3109/13561820.2012.748722
Reeves, S., & Lewin, S. (2004). Interprofessional collaboration in 
the hospital: Strategies and meanings. Journal of Health Services 
Research & Policy, 9(4), 218–225. 
http://dx.doi.org/10.1258/1355819042250140
Reeves, S., Russell, A., Zwarenstein, M., Kenaszchuk, C., Conn, L. 
G., Doran, D., … Strauss, S. (2007). Structuring communication 
relationships for interprofessional teamwork (SCRIPT): A 
Canadian initiative aimed at improving patient-centred care. 
Journal of Interprofessional Care, 21(1), 111–114. 
http://dx.doi.org/10.1080/13561820600991595
Rowland, P. (2011). Making the familiar extraordinary: Using a 
communication perspective to explore team-based simulation 
as part of interprofessional education. Journal of Research in 
Interprofessional Practice and Education, 2(1), 122–133.
Saldana, J. (2003). Longitudinal qualitative research: Analyzing 
change through time. Oxford: AltaMira Press.
San Martín-Rodríguez, L., Beaulieu, M.-D., D’Amour, D., & 
Ferrada-Videla, M. (2005). The determinants of successful 
collaboration: A review of theoretical and empirical studies. 
Journal of Interprofessional Care, 19 Suppl 1(May), 132–47. 
http://dx.doi.org/10.1080/13561820500082677
Schatzki, T., Knorr Cetina, K., & von Sevigny, I. (Eds.) (2001). The 
practice turn in contemporary theory. London: Routledge.
Schegloff, E. A. (1968). Sequencing in conversational openings. 
American Anthropologist, 70(6), 1075–1095.
http://dx.doi.org/10.1525/aa.1968.70.6.02a00030
Schegloff, E. A. (1991). Conversation analysis and socially 
shared cognition. In L. Resnick, J. M. Levine, & S. M. Teasley 
(Eds.), Perspectives on socially shared cognition (pp. 150–171). 
Washington, DC: American Psychological Association.
Schroder, C., Medves, J., Paterson, M., Byrnes, V., Chapman, 
C., O’Riordan, A., … Kelly, C. (2011). Development and pilot 
testing of the collaborative practice assessment tool. Journal of 
Interprofessional Care, 25(3), 189–195. 
http://dx.doi.org/10.3109/13561820.2010.532620
Schryer, C. F., Gladkova, O., Spafford, M. M., & Lingard, L. 
(2007). Co-management in healthcare: Negotiating professional 
boundaries. Discourse & Communication, 1(4), 452–479. 
http://dx.doi.org/10.1177/1750481307082208
Searle, J. (1969). Speech acts: An essay in the philosophy of 
language. Cambridge: Cambridge University Press.
http://dx.doi.org/10.1017/CBO9781139173438
Sigman, S. J. (1995). The consequentiality of communication. 
Mahwah, NJ: Lawrence Erlbaum.
Silverman, D. (1998). Harvey Sacks: Social science and 
conversation analysis. New York: Oxford University Press.
Steensig, J. (2013). Conversation analysis and affiliation and 
alignment. In The encyclopedia of applied linguistics. Wiley-
Blackwell. http://dx.doi.org/10.1002/9781405198431.wbeal0196
Strauss, A. (1988). The articulation of project work: An 
organizational process. The Sociological Quarterly, 29(2), 
163–178. http://dx.doi.org/10.1111/j.1533-8525.1988.tb01249.x
Strauss, A. (1993). Continual permutations of action. New York: 
Walter de Gruyter, Inc.
Stutsky, B. J., & Laschinger, H. K. S. (2014). Development 
and testing of a conceptual framework for interprofessional 
collaborative practice. Health and Inteprofessional Practice, 2(2), 
eP1066. http://dx.doi.org/10.7710/2159-1253.1066
H IP& Mapping Collective Sensemaking in Communication
ORIGINAL RESEARCH                                                                                                                                                           2(4):eP1077 | 20
Sutcliffe, K. M. (2011). High reliability organizations (HROs). 
Best Practice & Pesearch Clinical Anaesthesiology, 25(2), 133–44. 
http://dx.doi.org/10.1016/j.bpa.2011.03.001
Suter, E., Arndt, J., Arthur, N., Parboosingh, J., Taylor, E., & 
Deutschlander, S. (2009). Role understanding and effective 
communication as core competencies for collaborative practice. 
Journal of Interprofessional Care, 23(1), 41–51. 
http://dx.doi.org/10.1080/13561820802338579
Sylvain, C., & Lamothe, L. (2012). Sensemaking: A driving force 
behind the integration of professional practices. Journal of Health 
Organization and Management, 26, 737–757. 
http://dx.doi.org/10.1108/14777261211276998
Taylor, J. R., & Robichaud, D. (2004). Finding the organization 
in the communication: Discourse as action and sensemaking. 
Organization, 11(3), 395–413. 
http://dx.doi.org/10.1177/1350508404041999
Taylor, J. R., & Van Every, E. J. (2000). The emergent organization: 
Communication as its site and surface. Mahwah, NJ: Lawrence 
Erlbaum Associates.
Thistlethwaite, J., Jackson, A., & Moran, M. (2013). 
Interprofessional collaborative practice: A deconstruction. 
Journal of Interprofessional Care, 27(1), 50–6. 
http://dx.doi.org/10.3109/13561820.2012.730075
Tracy, S. J. (2013). Qualitative research methods: Collecting 
evidence, crafting analysis, communicating impact. Malden, MA: 
Wiley-Blackwell.
Valentine, M. A., Nembhard, I. M., & Edmondson, A. C. (2013). 
Measuring teamwork in health care settings: A review of survey 
instruments. Medical Care, 00(00), 1–15. 
http://dx.doi.org/10.1097/MLR.0b013e31827feef6
Van Maanen, J. (2011). Ethnography as work: Some rules of 
engagement. Journal of Management Studies, 48(1), 218–234. 
http://dx.doi.org/10.1111/j.1467-6486.2010.00980.x
Vásquez, C., Brummans, B., & Groleau, C. (2012). Notes from 
the field on organizational shadowing as framing. Qualitative 
Research in Organizations and Management: An International 
Journal, 7(2), 144–165. 
http://dx.doi.org/10.1108/17465641211253075
Vuokila-Oikkonen, P., Janhonen, S., Saarento, O., & Harri, M. 
(2002). Storytelling of co-operative team meetings in acute 
psychiatric care. Journal of Advanced Nursing, 40(2), 189–198.
http://dx.doi.org/10.1046/j.1365-2648.2002.02361.x
Watson, T. J. (2011). Ethnography, reality, and truth: The vital 
need for studies of “How Things Work” in organizations and 
management. Journal of Management Studies, 48(1), 202–217. 
http://dx.doi.org/10.1111/j.1467-6486.2010.00979.x
Weick, K. E. (1979a). The social psychology of organizing. New 
York: Random House.
Weick, K. E. (1979b). The social psychology of sensemaking (2nd 
ed.). New York: Random House, Inc.
Weick, K. E. (1995). Sensemaking in organizations. Thousand 
Oaks, CA: Sage Publications.
Weick, K. E., & Roberts, K. H. (1993). Collective mind 
in organizations: Heedful interrelating on flight decks. 
Administrative Science Quarterly, 38(3), 357. 
http://dx.doi.org/10.2307/2393372
Weick, K. E., Sutcliffe, K. M., & Obstfeld, D. (1999). Organizing 
for high reliability: Processes of collective mindfulness. In R. S. 
Sutton & B. M. Staw (Eds.), Research in organizational behavior 
(Vol. 1, pp. 81–123). Stanford, CA: Jai Press.
Weick, K. E., Sutcliffe, K. M., & Obstfeld, D. (2005). Organizing 
and the process of sensemaking. Organization Science, 16(4), 
409–421. http://dx.doi.org/10.1287/orsc.1050.0133
Wenger, E. (1998). Communities of practice: Learning, meaning, 
and identity. Cambridge: Cambridge University Press.
http://dx.doi.org/10.1017/CBO9780511803932
Wittenberg-Lyles, E., Parker Oliver, D., Demiris, G., & Regehr, K. 
(2010). Interdisciplinary collaboration in hospice team meetings. 
Journal of Interprofessional Care, 24(3), 264–273. 
http://dx.doi.org/10.3109/13561820903163421
World Health Organization. (2010). Framework for action on 
interprofessional education & collaborative practice. Geneva, 
Switzerland. Retrieved from http://www.who.int/hrh/nursing_
midwifery/en/
Corresponding Author
Stephanie Fox, PhD
Post-doctoral fellow
Département de communication 
Université de Montréal
Pavillon Marie-Victorin, FAS
Case postale 6128, succ. Centre-ville 
Montreal, Québec Canada H3C 3J7 
stephanie.fox@umontreal.ca
